know what pathological change may result from it, but it is not an ideal condition, and I see no reason for the use of unabsorbable sutures. For many years I used fine chromicized catgut, and without untoward results. Later, I was persuaded to use silk and now I have come back to catgut, which I regard as perfect. Another point in technique has not been mentioned, and that is the question of excision of the-mucous membrane. I think that is a mistake in doing gastro-enterostomy or any operation involving intestinal anasomosis, for we require as complete a covering for the submucous tissue as possible, and that is best secured by leaving the excess of mucous membrane; it protects the vessels and makes a soft movable layer over the line of suture.
In certain of the cases, surgeons have reinforced the suture-line by stitching the edges of the hole in the mesocolon directly to the anastomosis. I think this plan came from the Mayo clinique. But if this is done as a routine, then in certain cases, especially in patients -with a fat mesocolon, a fibrous ring develops, which may cause con* striction of the anastomosis, or lead to a sort of recurring intussusception into the stomach, which, I am certain, accounts for some bad results in which the patient has recurring vomiting.
Mr. JAMES SHERREN.
The remote results of the surgical treatment of chronic gastric and duodenal ulcers rival those of any major operation. If the appropriate procedure is adopted the ulcer heals permanently, and any symptoms which may arise later are the outcome of ulcerative or mechanical changes associated with the anastomosis.
I have dealt with the question very fully in my recent Hunterian Lecture, and intend this evening to give my views very briefly and without all the evidence on which they are based.
Chronic ulcers of the stomach and duodenum heal as the result of gastro-jejunostomy correctly performed, unless chronic perforation has occurred, the floor of the ulcer being formed of liver or pancreas, thus preventing the contraction necessary to sound healing. In my experience recurrence of a simple ulcer after suitable surgical treatment is unknown. I have not seen it at post-mortem examinations nor at second operations carried out for other conditions. .
I have been able to examine, post-mortem, nine cases I have operated upon for chronic duodenal ulcer from six days to eleven years later and found the ulcer healed in all but the first. I have had similar opportunity in eight of my cases of chronic gastric ulcer from fourteen days to eight years after operation: in all the ulcer had healed. I have examined the site of the ulcer at second operations in forty cases: the ulcer had healed in every one. The only instances in which I have seen the ulcer unhealed have been at second operations for posterior eroding ulcer treated by gastro-jejunostomy alone; these I now invariably deal with by partial gastrectomy.
I have here a specimen showing healing of a chronic duodenal ulcer more than eleven years after gastro-jejunostomy. I obtained it last week from a male upon whom I operated on June 4, 1908. He gave a typical history of chronic duodenal ulcer extending over ten years. Three days before operation he had profuse haematemesis and melaena. I found extensive ulceration on the anterior and posterior surfaces of the duodenum at the junction of the first and second parts. He made an excellent recovery, and during the war served in a labour battalion in France. He had no abdominal trouble until about six weeks before death. He came to see me on February 9 on account of swelling of the abdomen of about a month's duration. Post-mortem examination revealed a primary carcinoma of liver. You will see the smooth deep scar on the posterior surface and the thinner one of the anterior surface opposite to it. The anastomosis is large and smooth and the jejunum normal.
The two other specimens also show the ulcers healed at over eiglt and three years after operation.
I believe that the action of gastro-jejunostomy is twofold. It reduces gastric acidity and leads to a more rapid emptying of the stomach. Its good effects are not solely nor mainly mechanical. 0 Malignant disease of the stomach may occur at remote periods after treatment of chronic gastric ulcer by gastro-jejunostomy alone. It was the probable cause of death in three of my series at seven, five and four years after operation. I was not able to obtain a post-mortem in either so that I am unable to say if it arose at the seat of the simple ulcer. They were all cases that I should treat by partial gastrectomy at the present time. In 3 per cent. of chronic ulcers of the stomach which I have removed at operation, the naked-eye diagnosis being simple, there being no evidence or suspicion of malignancy, carcinoma starting in one edge was discovered on microscopic examination.
I know of no case of carcinoma of duodenum arising after operation for chronic duodenal ulcer, but in two cases in which the ulcer was involving the stomach further operation became necessary within eighteen months and revealed carcinoma of stomach, the duodenal ulcer being healed. I now always treat this type of case by partial gastrectomy.
Post-operative vomiting of the regurgitant type is due to errors of judgment or teohnique. In all my cases, except the first, some abnormality was present at the first operation and some definite mechanical change found at the second.
Secondary ulceration will, I believe, become as rare as regurgitant vomiting is at the present time. Gastro-jejunal or anastomosis ulceration is due to the use of unabsorbable suture material for the inner or outer layer and is the only cause of stricture of the opening. I believe that an anastomosis ulcer may become malignant. Jejunal ulcer is due to failure of the operation sufficiently to lower gastric acidity at the same time that it fails to remove the cause of the original ulcer or damages the jejunum. It is almost unknown after gastrojejunostomy for chronic gastric ulcer. In all cases of true jejunal ulcer gastric acidity is higher than it should be when compared with the pre-operative, unless the ulcer is communicating with the colon, when a low acidity is the rule.
The use of a jejunal clamp is one of the causes of jejunal ulcer, but this of itself would not be enough unless the acidity remained high. I noted bruising by clamp in six cases in which I have records of testmeals, both before and after operation, after I had begun to suspect this as a cause. In three gastric acidity remained high, and ulcer developed in all; in the others the acidity is distinctly lowered and there have been no symptoms pointing to ulceration. Operation was over two years ago.
I have two specimens bearing on the question of jejunal ulcer, one showing the result at a late period after operation; the other, a common sequence, perforation into the colon.
The first came from a deaf and dumb man. I operated on him in January, 1911, and noted bruising of the jejunum distal to the anastomosis. This is not included among the six mentioned, as no test meal was given on account of the difficulty of communication. He was reaamitted seven months after operation with a profuse hematemesis. I operated and found an ulcer the size of sixpence on the anterior wall of the jejunum in the situation of the ha3matoma. It was quite free fromi the anastomosis, which showed no sign of ulceration. I excised the ulcer and he remained well abdominally, but I again took him into hospital last year with a malignant tumour of neck. He died from carcinoma of a parathyroid with secondary deposits in right lung. The specimen shows thin scars on the anterior and p6sterior surfaces of the first part of the duodenum 13 cm. beyond the pylorus. The gastrojejunostomy opening and the jejunum are normal. This illustrates the development of jejunal ulcer as a purely local complication.
The next specimen shows a sequel that I have found in over a third of the cases of true jejunal ulcer-perforation into the colon. I operated on this patient in the latter part of 1911. Within a few months he began to get the pain in the lower left abdomen so typical of jejunal ulcer. In 1914 I saw him with painless diarrheea, which he had had for several months. I diagnosed a jejuno-colic fistula, and urged him to come into hospital for further treatment; this he refused and was admitted moribund from perforation of another ulcer into the general peritoneal cavity four months later. A thin scar is present on the upper and anterior surface of the first part of the duodenum constricting its lumen. The ulcer which has perforated into the colon is seen free of the anastomosis, which is healthy and shows no sign of scarring. The ulcer, which by its perforation caused death is opposite to it.
I have so recently given details of all my cases operated upon over two years that I will give very brief figures. Out of 389 cases of chronic duodenal ulcer operated on over this period I have been able to keep 348 under observation, 318 are and have remained quite well and may be claimed, I think, as successes. This is over 90 per cent. of those traced or 80 per cent. of those operated on. I had to re-operate on nineteen for secondary ulceration, ten being jejunal. Of the remainder, all except one-who has, I believe, an anastomosis ulcer-express themselves better for the operation.
The results of the cases of chronic gastric ulcer operated on during the same period is not so good, but it must be remembered that the surgical treatment of chronic gastric ulcer was not standardized during most of this time, and it therefore includes cases treated by excision alone, which were failures in most cases, requiring a second operation within eighteen months, and also those of adherent posterior ulcer, which required second operation within the same time to bring them to a successful issue and are not considered with the successes.
The Dr. ROBERT HUTCHISON.
I am a whole-hearted believer in the surgical treatment of chronic gastric and duodenal ulcer, but we must not expect too much. I would not myself regard the operation as even comparatively unsuccessful merely because the patient has occasional indigestion afterwards. It must be remembered that gastro-enterostomy does not make a patient immune to functional indigestion or to attacks of gastritis. I have seen, of course, a good many failures, and a disproportionate number of these seem to come from certain districts. The bad results are perhaps more often due to injudicious selection of cases than to errors of technique, so perhaps the physicians are to blame for them more than the surgeons. Apart from gross mistakes in diagnosis, the overlooking of other pathological conditions in the abdomen, such as chronic appendicitis or gall-stones, it seems as if the co-existence of gastroptosis or marked gastric atony militates against a very successful result. In gastroptosis this may be due to the greater curvature sagging down so that the anastomosis comes to be too high up and a pouch forms behind it in which stagnation of contents takes place. I have never seen recurrence of a duodenal ulcer after the operation, and in recent years anastomosis ulcers seem to be commoner than jejunal ulcers. I accept Mr. Paterson's explanation of the production of the latter as being due to a continued hyperacidity of the gastric contents but cannot agree that this is the result of errors of diet. In so far as it is not due to the anastomosis opening being too small, it is to be regarded I thint as a functional disorder of the stomach, the result of nervous disturbance. In order to prevent its occurrence the state of the patient's nervous system has to be considered and at the same time alkalies should be given in all cases in which the gastric acidity is excessive. I prefer the use of the earthy carbonates for this purpose rather than bicarbonate of soda as recommended by Sir H. Ballance. I would like to have an expression of surgical opinion as to the relative advantages and disadvantages of occluding the pylorus at the time of the operation and its effect, if any, in preventing or promoting remote ill-effects later on.
